Study Instrument
This study employed REACH (Reaching Economic Alternatives that Contribute to Health), a computerized decision tool designed to allow laypeople to express a preference for services such as employment benefits within a fixed budget (the REACH exercise is available from M. D. upon request). REACH is based on the CHAT (Choosing Healthplans All Together) exercise, which was developed, tested, and used primarily to allow the public to prioritize health insurance benefits. [12] [13] [14] The REACH exercise was developed by the researchers at the National Institutes of Socioeconomic factors play an important role in determining health status. 1, 2 Low-income individuals have higher mortality rates than higher-income individuals, even when health insurance is universally available. 3 This reality has led many countries in the Organization for Economic Cooperation and Development (e.g., the United Kingdom, Canada, Sweden, and Norway), as well as developing countries (e.g., Mexico and Chile), to propose public programs to improve socioeconomic factors that contribute to health. [4] [5] [6] [7] Such public policy approaches are unlikely to be forthcoming in the United States, at least in the near future. A focus on market-based strategies, along with federal and state budget deficits, makes it improbable that either federal or state governments will quickly champion new programs aimed at promoting the health of low-income populations in the United States. In light of this reality, employment benefits might serve as a vehicle for improving the health of these populations. This approach could be advantageous from both employers' and employees' points of view. For employers, improved employee health may enhance productivity, reduce absenteeism, and reduce health insurance costs. [8] [9] [10] For employees, improved health could augment well-being, lifespan, and economic prospects. Nonetheless, efforts to improve employee health through employment benefits may seem prohibitively costly. We have therefore conducted research aimed at identifying health-promoting employee benefits that would be consonant with employees' preferences and comparable in cost to currently provided fringe benefits for low-income US employees. In our study, we offered low-income participants an opportunity to express a preference for employment benefit packages, including health insurance and other benefits aimed at ameliorating socioeconomic factors  RESEARCH AND PRACTICE 
FIGURE 1-A screenshot of the REACH (Reaching Economic Alternatives that Contribute to Health) exercise board.
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The first step of the exercise involved an exercise board shaped like a pie chart in which 13 employment benefit categories were represented in slices of the pie (Figure 1 ). There were up to 3 levels of coverage (basic, medium, and high) for each benefit category, although certain categories had fewer available levels. Participants were told that the exercise was designed to identify their priorities among those employment benefits that might contribute to their health. They were given an information sheet explaining briefly, in lay language, the health impact of the various benefits. Although they were told to consider the health impact of their choices, they were allowed to select benefits for other reasons. They could also forgo assigning any number of markers and instead choose hypothetically to receive additional, taxable, take-home pay instead. Participants made their selections by distributing markers at the bottom of the computer screen among the "holes" on the board. Participants were also able to read about individual benefit categories on the REACH screen before making their selections (Table 1 ). All materials were written to be understood at a sixth-grade reading level.
Each participant was given a total of 100 markers, intended to represent $11 600. This amount represents the projected average annual benefit cost (excluding small companies that do not offer employment benefits 15 ) for US employees earning $25 000 per year. This earning level was chosen because we assumed that it would match that of the survey population. Certainly, many low-income employees receive few or no benefits beyond legal mandates. However, a very small budget for benefits would have restricted the value of the survey. Although this decision led to a relatively high benefit-to-income ratio, such a ratio is common for large employers as well as for many smaller employers. On the basis of this approach, the average monthly benefits budget was $967. Each marker represented 1% of the available funds, so each had a value of $9.67 per month. Participants were instructed to make choices 4 times in the course of the exercise: first, on their own in order to design a benefit package for themselves and their immediate family or significant others; second, in groups of 3 to make benefits for members as a company; third, as an entire group, through a facilitated discussion, to design employment benefits that a state might mandate for all its employees; and finally, on their own once again for themselves and their families.
After the first and second set of choices, participants were randomly assigned "Life Event" scenarios describing life stressors such as illnesses, social difficulties, or family problems; these scenarios included the consequences of the coverage level they had selected or declined for themselves. Participants read a Life Event and commented to the group about their reactions to it in light of their coverage choice. For example, a Life Event scenario labeled "Money in the Bank" stated, "You are very bad at saving money. Your bank account is always empty. If you chose Money Help, you have a payroll savings plan. It takes money out of your paycheck each week and puts it in the bank. You feel relieved. It will help in emergencies."
The REACH exercise, along with pre-and postexercise surveys, took approximately 2.5 hours to complete.
Determination of Benefit Options
To determine which benefit options to offer, we (1) reviewed the literature to identify employment benefits associated with evidence of a positive health impact (an annotated bibliography is available on the REACH exercise CD), (2) surveyed prevalently offered employment benefits, 15 (3) considered which benefits had the best evidence of associated improvement in health outcomes, and (4) added benefits not currently available but considered by experts to be useful interventions for improving health. The final benefit list, as described to study participants, is shown in Table 1 The value of this benefit is determined by a formula. Note. REACH = Reaching Economic Alternatives that Contribute to Health, a computerized decision tool designed to allow laypeople to express a preference for services such as employment benefits within a fixed budget. The explanations of benefits are those provided in the REACH exercise; for an explanation of the REACH exercise and the markers used, see the "Methods" section. The number of markers (total n = 100) required to choose a level of benefit is given in parentheses. Flags were cumulative, and participants had to assign markers to lower levels before they could choose higher levels of benefits. 17 Because these surveys were from 2003, they were adjusted by assuming annual increases in salary of 3%, in net medical costs of 10%, and in net dental costs of 7%. Costs for retirement and disability benefits were adjusted for an income of $25 000. For retirement benefits and long-term disability, the average cost was calculated on a prorated basis. For short-term disability, the average cost was adjusted to reflect disability benefit minimums and state-mandated benefit levels. The relative costs for each category were rounded to the nearest 1% so they could be selected with the markers. The 13 benefit categories at their highest level were estimated to have a total value of $ 21 344 and thus comprised 184 holes on the exercise board. The 100 allotted markers thus allowed for coverage of 54% of the available benefits in the exercise.
Additional Survey Instruments
Participants were asked pre-and postexercise questions to ascertain their (1) sociodemographic characteristics, including race/ ethnicity, gender, income, education, and current work; (2) health insurance coverage status and annual health-related costs; (3) health risk factors; (4) self-rated health status; and (5) attitudes toward health and employment benefits. Attitudinal items included the following statements that participants were asked to rate (from "strongly disagree" = 1 to "strongly agree" = 5): "My health depends on how good my health insurance is"; "My health depends on making good lifestyle choices"; "My health depends on my income"; "The employment benefits I receive should match my personal needs"; "I would like to decide for myself what employment benefits I receive." The postexercise questionnaire repeated the attitudinal items and asked participants how informative and easy they considered the REACH exercise; again, the 5-point rating scale was used. Finally, they were asked if they would be willing to accept their group's employment benefit plan.
Statistical Analysis
A sample size of 400 was estimated to have the power to detect significant differences in participant choices. We compared attitudes before and after the exercise using the paired t test. Associations between participant characteristics and individual choices were examined using the Pearson χ 2 test. Results were calculated as the percentage choosing each benefit, first overall and then by the individual characteristics of the participants (gender, race/ethnicity, age, and education). To examine whether the bivariate results were confounded by any of these characteristics, we used logistic regression models to calculate adjusted percentages for 2 of the outcomes: choice of training and job flexibility. A model was fit for each outcome and participant characteristic, adjusted for the remaining characteristics as potential confounding variables. Because these 2 outcomes were common, we chose to report the results as adjusted percentages rather than as odds ratios, because odds ratios would overestimate the size of the effect. For all analyses based on outcomes for the final round, we adjusted the standard errors for intraclass correlation because of any group effect. This intraclass correlation was negligible. Data were stored in an Excel program (Microsoft Corp, Redmond, Wash) linked to the REACH exercise. Data were analyzed with SAS version 9.1 (SAS Institute Inc, Cary, NC).
RESULTS

Participant Characteristics
Fifty-three groups, comprising 408 participants, were convened. Participants' mean age was 39 years. Approximately 62% were women, and 65% were Black (Table 2) . Fiftyeight percent were single or never married, and 53% had 1 or more dependents. Seventy-nine percent had health insurance; 38% had spent over $ 500 out-of-pocket for health care in the last year. The predominant level of education was some college or a 2-year college degree, and the predominant income range was $ 15 000 to $ 35 000.
Employment Benefit Choices
In aggregate, individual participants initially chose employment benefits in the following descending rank order: health care, paid vacation, retirement, disability pay, job flexibility, training, family time, monetary 
Note. REACH = Reaching Economic
Alternatives that Contribute to Health, a computerized decision tool designed to allow laypeople to express a preference for services such as employment benefits within a fixed budget. "First choice" indicates the benefit package individual participants preferred before they participated in a facilitated group discussion; "final choice" indicates the package they chose after the group discussion. For details, see "Methods" section. Ellipsis (. . .) indicates that benefit was not available at this level. Note. REACH = Reaching Economic Alternatives that Contribute to Health, a computerized decision tool designed to allow laypeople to express a preference for services such as employment benefits within a fixed budget. "First individual choice" indicates the benefit package individual participants preferred before they participated in a facilitated group discussion; "final individual choice" indicates the package they chose after the group discussion; "group choice" indicates package chosen by groups. For details, see "Methods" section.
a Where a ranking includes more than 1 benefit, the listed benefits were chosen by the same percentage of participants. Mean number of dependents was 1.17.
advice, wellness plan, dependent care, housing assistance, anxiety assistance, and nutrition programs (Table 3) . Group choices were similar to those of individuals in aggregate, with health care, disability pay, paid vacation, retirement, job flexibility, and family time (in descending rank order) being ranked highest (Table 4) . When we compared final individual choices with those of the groups, individuals ranked education and training higher than the groups did. In bivariate analysis, comparison of men and women showed that women were more likely to initially choose family time and training than were men; in the final round, men's and women's choices did not differ significantly (data available as supplement to the online article available at http://www.ajph. org). Comparison of racial/ethnic groups revealed that in the initial round, Blacks were less likely than were Whites to select health care and more likely to select housing; in the final round, Blacks were more likely than were Whites to choose training and housing. Comparison of benefit choices among young (aged < 30 years), middle-aged (30-49 years) and older (≥ 50 years) study participants revealed that younger participants were much more likely than older participants to initially choose health care, job flexibility, and family time; in the final round, they were significantly more likely to choose health care, disability insurance, training, job flexibility, family time, dependent care, and wellness programs. Having no more than a high school education was associated with greater initial selection of dependent care and housing assistance and with lower final selection of disability insurance, training, and job flexibility (data available as supplement to the online article available at http://www.ajph.org).
As with benefit selection, the inclination to spend all available resources (100 markers) for employment benefits varied with participant characteristics. Older and Black participants were more likely to elect fewer benefits and receive additional, taxable take-home pay than were other groups.
In logistic regression modeling of the choice of 2 benefits-training and job flexibility-we found that in the initial round, women were still more likely than were men to choose training (75% vs 65.3%; P = .043) and young participants were more likely to choose flexibility than were older participants (85.2% vs 68.6% and 62.7% for middle-aged and older participants, respectively; P = .001). The adjusted relationship between race and flexibility was slightly weaker (P = .09). At the final round, adjusting for these variables eliminated the slight difference between men and women in the choice for training, but actually strengthened gender differences in the choice of flexibility, with men more likely to select job flexibility than women (78.0% vs 69.0%; P = .07).
Pre-versus postexercise response to attitudinal items on the 1-to 5-point scale (5 = strongly agree) were as follows: "My health depends on how good my health insurance is," 2.71 vs 3.26 (P < .001); "My health depends on making good lifestyle choices," 4.13 vs 4.40 (P < .001); "My health depends on my income," 2.93 vs 3.22 (P < .001); "The employment benefits I receive should match my personal needs," 3.98 vs 4.10 (P = .036); "I would like to decide for myself what employment benefits I receive," 4.21 vs 4.41 (P < .001).
In the postexercise questionnaire, participants considered the exercise informative (4.36 ± 0.79) and easy (4.28 ± 0.86). Seventyeight percent were willing to accept their group's employment benefit plan.
DISCUSSION
These results indicate that when given the opportunity to choose, low-income employees emphasize benefits that offer financial security in the face of sickness, disability, or retirement; flexibility in the workplace; and the opportunity for educational advancement. Although interventions that might directly improve their health, such as wellness and nutrition programs, were options at their disposal in this exercise, most chose to rely on their own resources to meet their needs for healthy eating and exercise. Although individuals, in aggregate, chose similarly to groups, there were significant differences in choices of employment benefits, particularly among participants of different ages.
The results also indicate that these lowincome employees understood that their economic status, personal lifestyle choices, and health insurance all contributed to their health. Participation in the exercise furthered their recognition of these influences. They were interested in having their employment benefits meet their needs. They expressed both a desire to participate personally in setting priorities for what benefits they would receive and a willingness to accept a benefit package that they designed with other employees. These findings lend support to the concept of using employment benefits as an approach to improving the health of low-income employees and engaging them in the design of their benefits to accomplish this goal.
This study had several limitations. The exercise involved hypothetical choices that might not reflect real choices were an opportunity to actually arise. Nonetheless, the facilitators' experience was that the participants were avidly engaged in the process and could strongly relate to the topic in a manner that reflected serious consideration of the issues. Secondly, the study population was not a random sample of low-income employees, as is usually the case when group exercises are conducted that must be scheduled according to participants' availability. Nonetheless, the sample did have a demographic composition similar to that of the Washington, DC, and Baltimore population in terms of its minority representation. 18 Despite these limitations, our findings, which identify those health benefits that are most important to low-income employees, can promote the development of affordable employment-based strategies for ameliorating socioeconomic factors known to affect their health. Even though employers are under pressure to cut employment expenses, a compelling practical case can be made for offering health-promoting employment benefits. Employers may have an economic interest in endorsing employment benefits for several reasons 19 ; to the extent that their employees are healthy, absenteeism is likely to be lower, job performance better, health insurance costs less, and job retention higher. Moreover, benefits often serve as a recruiting tool. As a form of compensation, benefits have the advantage of being tax deductible. Thus, both employers and employees may be receptive to the strategy of offering employment benefits that contribute to health. Health promotion in the workplace, through either on-site programs or employment benefits, has much to recommend it from a policy perspective. In a political climate generally hostile to extending public welfare interventions, employment benefits might be an effective strategy for improving the health of the less-advantaged members of society. It has been argued that occupation is the most important criterion of social stratification and determinant of socioeconomic groups. 20 Furthermore, it has been suggested that employers are an efficient means of reaching many people given the large amount of time people spend in the workplace. 21 We do not mean to imply that the use of employment benefits as a strategy for ameliorating socioeconomic determinants of health necessarily involves the same strategies or would achieve the same accomplishments as public programs. It is
